In another group of patients environmental factors may be important. The first generation of intensive care units was thought to have the potential to cause psychological harm, with the unique environment of the unit precipitating psychiatric disorders in some patients.12 Several aspects were implicated, including sleep deprivation, constant noise, sensory monotony, the presence of monitoring equipment, and the lack of orientating cues. Some authors questioned the influence of environmental factors,3 whose role has never been adequately clarified. Perhaps this reflects a failure to distinguish between true delirium, which always has an organic cause, and an acute functional psychosis in which environmental factors play a more important role and which resolves when the patient is moved from the intensive care unit to the less intimidating environment of a general ward.4
Nevertheless, these early observations have affected the design of intensive care units and nursing and medical practice within them. Efforts are now made to reduce noise; encourage more human contact; provide external windows, visible clocks, and calendars; and ensure adequate sleep with a normal day-night cycle.
Until recently little was known about long term outcome, but studies of patients who have been in exceptionally threatening or catastrophic accidents have shown them to be prone to prolonged psychological reactions, particularly post-traumatic stress disorder and other phobic anxiety syndromes.
The characteristic features of post-traumatic stress disorder include intrusive memories of the original accident (flashbacks), recurrent nightmares, emotional numbing, autonomic hyperarousal, and avoidance of stimuli reminiscent of the original trauma. Patterson and colleagues observed that 30% of patients with major burns met the full DSM-III criteria for post-traumatic stress disorder at some time during their admission, but none did at the time of their discharge from hospital. They concluded that in patients with bums the disorder generally resolves without specific intervention. 5 Conflicting evidence has been reported by two other studies, which suggested that the prevalence of post-traumatic stress disorder increases after discharge because survivors often develop new symptoms once they leave hospital.67 These observations are more in keeping with the view that the disorder is a delayed response to severe stress and suggest that longitudinal surveillance is needed to detect new cases and provide treatment. Post-traumatic stress disorder occurs in an estimated 10% of people with multiple injuries after road traffic accidents, but it is often not recognised and therefore not treated. 
